It is now generally recognized that symptoms simulating those of appendicitis may develop following rupture of a Graafian follide, or as a result of hemorrhage from a corpus luteum or a corpus luteum cyst. During the past few years a sufficient number of cases of this disorder have been reported to indicate its prevalence and to establish it as a definite dinical entity. Although in general the signs and symptoms are very much like those of appendicitis, the correct diagnosis can in many instances be made by careful evaluation of the anamnesis, by physical examination, and from the blood cytology.
Nelaton, in 1851, is generally credited with being the first to recognize the possibility of hemorrhage into the peritoneal cavity from Graafian follicles and corpus luteum cysts, and the production of symptoms as a result. Since 1851 several cases have been reported,1t 8 9. 10 especially those in which a massive hematoperitoneum developed from the ovarian bleeding. The relative infrequency with which the disorder was recognized before 1930 is indicated by the fact that up to that year Johnson Forty of these cases had a partial right ovariectomy at the time of the appendectomy, one had a complete right ovariectomy, and one a partial left ovariectomy. There were different reasons for the partial or complete removal of the ovary at the time of the appendectomy, but the principal one was the presence of active ovarian bleeding or hemorrhagic cysts of the ovary. All of the specimens of ovarian tissue, together with the accompanying appendix, were studied both grossly and microscopically. Because Clinoical history: The majority of the patients presented a history of previous attacks similar to the admitting symptoms. In one striking example regular intermenstrual attacks of pain with accompanying nausea occurred over a period of nearly two years. The initial symptom in nearly every one of the 42 cases was pain, and in each instance the initial pain began in the right lower quadrant. The onset of pain was usually sudden and sharp. The pain itself was described as "colicky" in a few instances, "dull" in others, and "shocking" in one or two cases. Nausea accompanying or following the pain, but never preceding it, occurred in more than half of the cases, while vomiting was uncommon (only five cases). The symptoms of pain, pelvic soreness, and nausea as a rule were mild, but the severity of the symptoms was roughly proportional to the amount of intraperitoneal hemorrhage. The Laboratory findings: Urine examination, performed in the great majority of cases, was invariably negative. In only four instances was the total white count elevated above 1 1,000, and three of these showed more than 80 per cent polymorphonuclear cells. With the exception of these four cases all of the others had white cell counts within normal limits.
Operative findings: The surgical procedures were performed by approximately 15 different surgeons. As a result, the operative notes vary considerably and in many instances do not give the desired specific information. A massive hematoperitoneum was found in one instance, free blood was encountered in the abdomen in another, fresh blood was noted in the pelvis in six cases, four had old brown blood, and in three yellow serous fluid was found in the pelvis. In the remaining cases, the operative notes are incomplete, so that the presence of blood or unusual fluid at the time of operation, although not definitely known, is strongly suspected in view of the pathological findings.
Pathological findings: Gross and microscopic examination of the ovarian tissue revealed corpus luteum cysts in 19 cases, ruptured Graafian follides in two, and corpora lutea hemorrhagica in 21. The site of perforation could be demonstrated in many of the speamens, but in some it was sealed with a fresh coagulum while in others it was completely healed. This last finding probably owes its explanation to the fact that in most of the cases without a demonstrable perforation, the operation was delayed for a varying number of days after the onset of symptoms. None of the 42 appendices showed any evidence of mechanical obstruction or of gross or microscopic inflammatory disease. Longitudinal sections were studied microscopically in each instance.
Differential diagnosis
Ectopic pregnancy: In those few cases with extensive intraperitoneal hemorrhage of ovarian origin, the clinical picture is apt to be similar and is often identical to that of ruptured ectopic pregnancy. In some of these cases, however, a differential diagnosis can be made, particularly where there is an accurate marital and menstrual history. When a reliable history rules out sexual contact, the diagnosis of ectopic pregnancy is of course exduded. The onset of severe symptoms soon after a normal regular menstrual period would tend to favor the diagnosis of a bleeding Graafian follicle or corpus luteum cyst rather than of ectopic pregnancy. The physical findings may be identical, with a picture of prostration, shock, and progressive anemia, so that physical examination alone will not definitely disclose the pathogenesis of the hematoperitoneum. A negative Friedman test would exclude an ectopic pregnancy.
Appendicitis: Inasmuch as the cases with minimal amounts of fluid in the pelvis, and therefore milder symptoms, are so common, they offer the main differential diagnostic problem. The fact that the majority of reported cases were diagnosed as appendicitis preoperatively shows the similarity of the two syndromes. Therefore, the greater problem for the physician is to differentiate these cases of ruptured follicles and bleeding corpus luteum cysts from appendicitis. It is generally agreed that in a certain number of cases operation may be necessary before the correct diagnosis can be made, but it is also agreed that in many cases the correct pre-operative diagnosis can be made in time to spare a needless operation. It may be stated that the most useful aid toward making the correct diagnosis is a careful and detailed history. In the first place the onset of symptoms near the time of ovulation favors the diagnosis of ovarian pathology rather than of appendicitis. Much more important, and often the deciding factor, is the location of the initial pain. A majority of cases of appendicitis have initial pain in the epigastrium and mid-epigastrium. This is usually followed by a definite sequence with eventual localization in the region of the appendix. pre-operatively. The severity of symptoms is roughly proportional to the amount of follicular fluid or blood or both that reaches the peritoneal cavity. Such cases fall mainly into the age group of young females around 20 years of age who often give a past history of previous similar attacks. As a rule the first symptoms occur near the time of ovulation. The chief complaint is usually "pain in the right side." The pain is nearly always the initial symptom. It is sudden in onset, varies in intensity, and seldom lasts more than a few hours. Of prime importance is the fact that the pain begins in the lower abdomen (usually the right lower quadrant) and not in the epigastrium as in appendicitis. Nausea is often associated with the pain but vomiting is infrequent. The principal finding is right lower quadrant and pelvic tenderness, but this varies considerably and may be mild. Normal hematological studies are the rule except in the rare severe cases.
3. The severe cases may present a clinical picture similar to ectopic pregnancy, but the majority are confused with appendicitis. A history of the site of onset of the initial pain, the menstrual history, and the progress of signs and symptoms are of greatest value in the differential diagnosis.
